T he health care system of the 1980s reflects changing demographic, social, and economic factors. The groWing elderly popUlation and the establishment of a prospective payment system to hospitals for Medicare patients have led to an increased demand for home health care services. The growth of home care proVides new opportunities and challenges for occupational therapists. The number of occupational therapists in home health care is steadily growing (American Occupational Therapy Association, 1985a Association, , 1985b Jackson, 1984; Steinhauer, 1984) , and there is a need to define the role played by occupational therapists in this area of practice (Loisch, 1985) .
This study asks several questions: What are the treatment areas addressed by occupational therapists in home care? Do the services proVided by occupational therapists in home care reflect the gUidelines given by AOTA's Commission on Practice? Is the home care documentation in accord with therapists' perception of the services they proVide? Are only reimbursable treatment skills being documented? To examine these questions, occupational therapy treatment plans from patients' home care records were reviewed and compared with the therapists' perceptions of the treatment given, as reported in interviews.
Literature Review
In 1981, the AOTA Commission on Practice identified the roles, functions, and responsibilities of the occupational therapist in home health care in terms of screening, evaluation, treatment, and discontinuation of services. The gUidelines given for treatment include six areas: independent liVing/daily living skills, sensorimotor skills, cognitive skills, psychosocial skillS, therapeutic adaptation, and prevention (AOTA, 1981b (AOTA, , 1985a (AOTA, , 1987 . In a national survey on the role of occupational therapists practicing in home health care, Loisch (1985) determined that the role description the therapists gave was, for the most part, consistent with the AOTA role delineation. Respondents were fairly satisfied with their role, although many felt that a clearer role definition was needed. Loisch also concluded that psychosocial skills were less consistently addressed in evaluation and treatment than were other areas, although the home care process involved a high degree of involvement with the client and the client's family and friends.
Therapeutic criteria remain unchanged whether patients are treated in their homes or in institutions, but the milieu in which the therapeutic process takes place will have a major effect on the patient-therapist relationship. A patient's home is not a clinic or treatment area, and it must be respected (Holdeman, 1962) . Each home is different, and the therapist must be prepared to adjust from one situation to another (Holdeman, 1962; Levine, 1984) . Cultural values must be taken into consideration and used as a basis for selection of treatment modalities (Devereaux, 1978; Levine, 1978 Levine, , 1984 . In the institutional setting, patients find themselves at the bottom of the social hierarchy; in the home, social roles are reversed (Levine, 1978) , and the health care worker becomes the guest (Devereaux, 1978; Holdeman, 1962; Levine, 1978 Levine, , 1984 . 
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The patient's care givers, family, neighbors, and friends form his or her informal support network. These people playa major role as part of the patient's treatment team and require support from other members of the team (i.e., the formal support system) (Hill & Matthews, 1985; Levine, 1978; Marjoribanks, 1982) . Because the occupational therapist deals with daily life issues, he or she may be the team member most exposed to the family's emotional life. It is therefore important that treatment techniques be carefully presented and thoroughly explained in order not to be seen as an infringement on the family's privacy (Holdeman, 1962) . Because the attitudes of patients' families toward treatment may greatly influence treatment outcome, the therapist must be aware of these attitudes (Holdeman, 1962; Levine, 1978; Meeske & Jacoby, 1952) . Whenever possible the therapist must include the family in the therapy process to increase their exposure to occupational therapy (Levine, 1978) . Using purely functional therapy without enlisting the psychological support of the informal network would be valueless (Meeske & Jacoby, 1952) .
The physical environment of the patient's home also influences treatment and reqUires careful consideration. The therapist must be prepared to use the resources available in the home to best advantage. The familiar controls of the occupational therapy clinic, such as proper working heights, tools, and equipment, are not available in most cases (Holdeman, 1962; Levine 1978 Levine ,1984 . Recommendations for modifying architectural barriers and purchasing equipment must be reasonable, consider safety factors, and respect the patient's ideas (Levine, 1978) .
Additional constraints in the home care setting include (a) working without day-to-day supervision, (b) becoming part of a team that is frequently led by a nurse, (c) offering uninterrupted one-to-one therapy, and (d) using documentation to justify retroactive payment of services (Levine, 1984) . The main goal of occupational therapy in home care is to assist the patient in gaining an increased level of functional activi- ties in his or her home setting. This goal often in- and meal preparation (Dunleavy-Taira, 1984; Friedman, 1986; Holdeman, 1962; Levine, 1978; MacRae, 1985) . The way in which occupational therapists accomplish this goal is influenced by the unique characteristics of home care, and the process involved is reflected in treatment documentation.
Method
Sample. All of the patients who received homebased occupational therapy during 1985 from a notfor-profit, community-based, certified home health agency located in the suburban Boston area formed the patient sample (N == 96). Their demographic and diagnostic characteristics, as well as information about the services provided, are presented in Tables 1  and 2 The therapist sample for this study was composed of four registered occupational therapists who constituted the occupational therapy staff at the agency and who are responsible for the treatment given to the 96 patients.
Instruments. A patient-and-treatment questionnaire and a therapist interview guide were used for data collection. These instruments included a list of occupational therapy treatment areas (skills) and occupational therapy treatment modalities within each treatment area (subskills). This list was derived from AOTA's home care guidelines (AOTA, 1981b (AOTA, , 1985a and from AOTA's Entry Level Role Delineation for OTRs and COTAs (AOTA, 1981a) (see Table 3 ) A section on care giver orientation, instruction, and supervision was adapted from the Entry Level Role Delineation and added to the original siX-item roster.
Procedure Information for the patient-and·treat-ment questionnaire was gathered from each patient's home care record. The occupational therapy care plans and flow sheets were examined for information on the occupational therapy intervention and treatment plan. The flow sheet represents an ongOing record of the skills and subskills addressed in every visit. During the record review, the number of appearances of each skill and subskill in the treatment plan was recorded All visits for each of the 96 subjects were reviewed.
A structured interview was conducted with the four therapists. The interview included three sections. In the first and second sections, therapists were asked to estimate how often they dealt with each one of the seven treatment skills Iisted in the questionnaire and how often they dealt with each questionnaire subskill. that allowed therapists to express their opinions about the treatment they provided and about factors that affected treatment and its documentation.
Results
Descriptive and nonparametric statistical tests were used for data analysis. An overview of data obtained through treatment plan reviews for the entire sample is presented in the "observed value" row of Table 4 A comparison between the results obtained from reviewing the patients' charts and the therapists' perception of treatment provided indicates that therapists included in treatment the seven types of skills studied, but only six appeared in the treatment plan review (see Figure 1) .
To determine whether the frequency of appearance of each skill in documentation is the same as that reported by the therapists, a chi-square test was performed on the data for each skill separately, and a total value was also calculated (see Table 4 ). Results were significant for sensorimotor skills at the .001 level, care giver education at the .01 level, therapeutic adaptation and psychosocial skills at the .05 level, and cognitive skills at the .5 level. However, chi-square values obtained were not significant for independent living/daily liVing skills and prevention. The group chi-square analysis of these data yielded a value of 70.82 (significant at the .001 level). These results suggest that frequency of appearance of skills documented in home care treatment plans is not the same as reported by the therapists who provided the treatment.
Discussion
What are the treatment areas addressed by occupational therapists in home care?Based on the results of the chart review, it would appear that the therapists in this study addressed sensorimotor components with the most frequency, followed by independent liVing/daily liVing skills, prevention, therapeutiC adaptation, care giver education, and cognitive skills. No psychosocial skills were listed in the treatment plans reviewed; it could, therefore, be assumed that psychosocial skills were not addressed by the respondents The therapists' perception of treatment given, however, differed from the results obtained through the chart review. Although respondents rated independent liVing/daily living skills as the most frequently addressed treatment area (followed by therapeutic adaptation, sensorimotor components, care giver education, prevention, psychosocial skills, and cognitive skills), the presence of psychosocial skills in this list constituted the most striking difference between treatment plans and actual treatment. It is also important to note that although psychosocial skills such as self-management, dyadic interaction, and group interaction were not included in the treatment plans reviewed, psychological/emotional daily living skills such as self-concept and identity, situational coping, and community involvement were present. Respondents estimated that 5 to 10% of their attention (6.25% average) is dedicated to psychosocial skills, placing it in last place, together with cognitive skills. This allocation supports Loisch's (1985) finding that psychosocial skills are less consistently addressed in treatment than are other areas.
Do the services provided by occupational therapists in home care reflect the 1981 treatment gUidelines given by AOTA 's Commission on Practice? Results of this study suggest that the six treatment areas outlined by AOTA are provided in home care. The findings that care giver and family education and support are also part of home care treatment is consistent with Loisch's (1985) findings and with presentations of the occupational therapy literature that stress the importance of the informal support network in home care treatment (Hill & Matthews, 1985; Holdeman, 1962; Levine, 1978; Marjoribanks, 1982; Meeske &Ja-coby, 1952) . The omission of this area from AOTA's treatment gUidelines is surprising, given the documented importance of care givers and family in the outcome of home care treatment. It is recommended that this area be included in the future.
The predominant role of independent living/ daily liVing skills found in this study suggests that the therapists have given priority to functional activities. This helps confirm what is stated in the literature and by AOTA to be the main goal of occupational therapy in home care: to assist the client in gaining an increased level of functional activities in his or her home setting (AOTA, 1981b; Dunleavy-Taira, 1984; Friedman, 1986; Holdeman, 1962; Levine, 1978; MacRae, 1985) . 
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Is the home care documentation in accord with the therapists' perception ofthe services they provide?
There is a discrepancy between what respondents report and what was documented in the treatment plans. Some of the responses to the open-ended questions in the interviews may proVide an explanation for this discrepancy. The subjects stated that some skills are more easily documented and recorded on an ongoing basis than others. Respondents reported placing more emphasis in their documentation on skills for which progress can be readily shown. An increase in range of motion or muscle strength can be easily noted, whereas progress in attitudinal or psychosocial issues can not. It is no surprise then that sensorimotor skills were the most frequently documented, whereas the attitudinal treatment area rated only third in frequency by the therapists' estimates.
Respondents also reported that they always include in their treatment plans activities of daily living that qualify under the skilled occupational therapy requirements for Medicare. This may contribute to this study's findings that independent living/daily living skills rated second in frequency, after sensorimotor components, in the chart review.
Are only reimbursable treatment skills being documented.?Respondents reported they did not document patient and family suPPOrt; leisure and recreational activities; activities that encourage positive
The American journal of Occupational Therapy SKILLS and independent attitudes among patients, help patients cope with their current situation, and give patients a sense of accomplishment; and some aspects of prevention. Alternatively, they reported placing emphaSiS in their documentation on areas in which progress can be readily shown and those that are considered reimbursable. All four respondents indicated that third-party reimbursement requirements influence their treatment and, to a greater extent, the documentation of that treatment. As one respondent put it plainly: "Activities not reimbursed are not documented."
Since Medicare is the main payment source, Medicare gUidelines for reimbursement are followed by occupational therapists. According to these gUidelines, occupational therapy services considered skilled and therefore reimbursable must be "designed to restore physical function" (Blue Cross of Massachusetts, 1984, p. 14). It is not surprising then that patient and family support, psychosocial issues, and prevention are left out of treatment plans, because, according to Medicare guidelines, they have no obvious role in the restoration of physical function.
Given the results of the chart review, it is not possible to conclude that only reimbursable skills are being documented. However, it can be stated that reimbursement requirements influence treatment and its documentation, that occupational therapy treat-ment plans reflect the Medicare reimbursement requirements, and that greater emphasis in treatment and its documentation is placed on reimbursable treatment skills than on other occupational therapy treatment skills.
The following limitations of this study must be considered: First, there was no review of actual treatment delivered; therefore, no definitive conclusions about the treatment provided can be drawn. Second, because only one agency was involved in this study, results cannot be generalized to home health agencies throughout the country. Third, a bias may have been introduced by requesting occupational therapists to report on their own treatment trends.
Implications of the Study
The issues discussed above have a direct bearing on the practice of occupational therapy in home care. The patient sample reflects the need to prepare therapists to deal with an aging population and the social consequences of aging. The fact that the majority of patients in the sample were Medicare beneficiaries reinforces the need for therapists working in home care to learn about the health care system, in particular Medicare regulations, and how to work within the constraints imposed by such regulations to the patient's and the profession's best advantage.
Major topics of discussion in this study were the disagreement between therapists' perceptions of treatment and the treatment documentation; the preponderance of some treatment areas, such as sensorimotor components, in the documentation and the lack of others, such as psychosocial skills; and the relationship between the observed documentation trend and reimbursement reqUirements. The consequences of this documentation tendency may be substantial. Neistadt (1986) has warned occupational therapists about the danger of favoring the documentation of measurable remedial goals over functional goals to satisfy the pressures of third-party payers: "The problem with writing such specifically measurable goals that do not necessarily have reference to functional performance is that the logic of such goals may not be apparent to third-party payers whose justification for payment rests largely on the review of written records" (p. 676). Treatment areas that are not documented will nOt be recognized by the health care community as part of the services proVided by occupational therapists in home care. By allowing reimbursement regulations to determine our treatment and documentation needs, we may be gradually diverging from the essence of occupational therapy. Occupational therapy is not only concerned with the "physical restoration" of an individual, but with assisting the individual to achieve his or her potential in all life skills. We can not afford to ignore psychosocial skills, prevention, and patient and family support in our treatment. Without these elements we are not proViding occupational therapy.
We do have to follow the reimbursers' rules and show progress and physical restoration. However, this does not mean we should ignore other aspects of occupational therapy. We cannot show the uniqueness of our contribution if the largest number of entries in our documentation corresponds to sensorimotor skills, which could perhaps be performed by a physical therapist. We must document that a patient's psychosocial needs have been addressed, lest another professional be called in to deal with such needs. It is important to show the uniqueness of occupational therapy's contribution to home health care within a system in which occupational therapy is already considered a second-class service that does not deserve the status of a qualifying skilled service (Blue Cross of MA, 1984; AOTA, 1984; DePaoli & Zenk-Jones, 1984; MacRae, 1984; Spiegel, 1983; Steinhauer, 1984; Trossman, 1984 ).
Summary
Occupational therapy home care treatment programs were reviewed and compared to therapists' perceptions of the treatment prOVided. Therapists reported that they included seven areas in treatment: indepen· dent liVing/daily living skills, therapeutic adaptation, sensorimotor components, care giver education, pre· vention, cognitive skills, and psychosocial skills. However, psychosocial skills were not documented in the treatment plans that were reviewed.
Two main issues emerged from this study: (a) the discrepancy between therapists' perception of treat· ment and the documentation of treatment and (b) the therapists' observations that treatment documentation reflects requirements from the third-party reimburse· ment system. These issues suggest that therapists must be aware of the forces that are directing change in the profession. The needs of a particular reimbursement system, such as Medicare, at a particular pOint in time may nOt reflect the needs of home care patients served by occupational therapists. As professionals, therapists must first consider their commitment to their patients' well-being and their commitment to prOVide holistic care. Occupational therapy is an evolving profession, We must be aware of and be wary of the temptation to allow external forces to determine the future course of occupational therapy.
